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Origins and Spread   



● Isolated from ear canal of 70 year old female in 
Tokyo in 2009

● Retrospective analysis of clinical isolates 
identified C. auris in Korea (1996 blood isolate) 
and in Pakistan in 2008

● SENTRY Antifungal Surveillance (1998-2016) 
only identified 6 isolates of C. auris out of 20758 
Candida isolates

Satoh et al., Microbiology and Immunology 2009. Vol 53 (1) 



Cumulative number of countries with reported detection of Candida auris



Chow et al. MBio. 2020; 11(2)

Clade I - South Asian
Clade II - East Asian 
Clade III - South African 
Clade IV - South American
Clade V - Iran

40-200K SNP difference between clades
2-600 SNP differences within clades

Near Simultaneous Emergence of Distinct Clades of C. auris



One Health 



Casadevall et al. Mbio. Vol 10, No 4, 2019



WHO - Priority Fungal Pathogens

● Public health threat from fungi is 
increasing

● Opportunistic infection are 
becoming increasingly resistant 
to firstline antifungals



Weerasinghe et al.  Cell Reports. Vol 42. Issue 5. 2023

C. auris is phagocytosed by macrophages 
during innate immune responses.

C. auris evades macrophages by escaping 
and depleting glucose, which triggers 
macrophage cell death. 

Despite causing macrophage metabolic 
dysfunction and death, C. auris does not 
activate robust NLRP3- inflammasome 
responses, thereby evading antimicrobial 
inflammation.



Surveillance and Outbreaks





Candida auris in Canada
● First reported case of C. auris in 

Canada was in 2017 in a returned 
traveler from India. 

● First 2 reported cases in Canada 
received health care in India (both 
cases colonized/infected with CPE)

●  Point prevalence study in Canada in 
2018 with 23 acute care hospitals in 6 
provinces (CNISP/CHEC): 0.4% 
(2/488)
○ No hospital contacts were identified

1) Schwartz et al. CCDR 2017 
2) Eckbo et al. http://www.promedmail.org/direct.php?id=20170923.5335411
3) Garcia Jeldes et al. Antimicrob Resist Infect Control. 2020; 9: 82

http://www.promedmail.org/direct.php?id=20170923.5335411
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7288437/#


Candida auris Surveillance in Canada

● Canadian Nosocomial Infection Surveillance Program - January 2020 Protocol

● 43 known cases in Canada since 2012

● First reported outbreak in Canada at VCH hospital ICU in 2018 (Clade 1)

● British Columbia, September 2018: C auris added to the list of reportable 
pathogens to Public Health 

Eckbo et al. Am J Infect Control 2021 Jun;49(6):804-807. 



Percentage increase in clinical cases grew each year, from a 44 percent increase in 2019 to a 95 percent increase in 
2021. 

They also report that colonization screening volume and screening cases increased in 2021 by more than 80 percent 
and more than 200 percent, respectively. 

The number of C auris cases that were resistant to first-line treatment in 2021 was about 3 times that in each of the 
previous 2 years. 



Diagnostics



Misidentification of C. auris by different diagnostic methods

Jeffrey-Smith et al. CMR. 2017 Vol 31(1) 





CHROMAgar Candida Plus

● Candida auris after 48 h of 
growth showing light blue 
colonies with a blue halo 
around the colonies. 

● The combination of the color 
and the halo are distinct for C. 
auris 





Surveillance Cultures
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Therapeutics



Limited Therapeutic Options

● 90% of isolates resistant to one 
antifungal

● 30% of isolates resistant to two 
antifungals

Azoles
Echinocandins

Polyenes



List P: Antimicrobial Products Registered with EPA for 
Claims Against Candida Auris

Sodium hypochlorite
Hydrogen peroxide

Hydrogen peroxide + Paracetic Acid
Dodecylbenzenesulfonic Acid 

Isopropyl Alcohol + Quaternary Ammonium



● Rapid global emergence
● Often multi‐drug resistant

● Often misidentified
● Crude mortality ~ 30‐60%

● Highly transmissible between patients and 
environment

● Nosocomial infections/outbreaks

Summary


